Lane Fox Respiratory Unit Weaning and Home Mechanical Ventilation

Referral Form

Please complete the form in CAPITALS and e-mail to gst-tr.LFUReferrals@nhs.net
This is supplemental information that is required and is additional to the standard referral letter

	Name of Patient


	NHS Number

	DOB/Age/Gender

	Date of Referral
	Name of referring hospital
	Name of ward and contact details



	Name and grade of individual completing form



	Name of referring consultant

[image: image1.emf] 



	Primary medical diagnosis


	MOTOR NEURONE DISEASE

	Co-morbidities
	1.

	
	2.

	
	3.

	How is the patient fed?
	Oral

	NG
	PEG
	JEJ

	Is the patient mobile?

	[image: image2.emf] 

Independent


	[image: image3.emf] 

Assistance for transfer
	Sitting

Out
	Fully

Dependant


	Referral Type:
	Urgent 
	Routine 



	Symptoms:


	Breathlessness

Poor swallow

Orthopnoea

Recurrent chest infections

Disturbed sleep

Significant daytime fatigue

Morning headaches

	Signs:
	Elevated respiratory rate 

Weak cough

Abdominal inspiratory paradox

Use of accessory muscles of respiration

Reduced chest expansion 

Dribbling

Low volume Voice

	Respiratory Function:
	FVC <50% 

<80% with symptoms/signs of respiratory impairment

PaCO2 or TcCO2 >6kPa

SNIP or MIP <40cmH2O 

SNIP or MIP <65 cmH2O (men), <55 cmH2O (female) with symptoms/signs of chronic respiratory failure



	Have the following been discussed with the patient:
	PEG insertion   Yes                No                Outcome:

Escalation of care   Yes            No             Outcome:

Agreement to trial NIV if required   Yes             No

	Has palliative care been involved or a referral made (if so to who):
	

	Any other issues: 
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